12/38/2811

11:45  3092-577-6672

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

DHSS LTCRP

PAGE  ©6/38

PRINTED; 12/30/2011
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENGIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/GLIA
IBENTIFICATION NUMBER:

(¥2) MULTIPLE CONSTRUCTION 1(x3) DATE SURVEY
' COMPLETED
A, BUILDING
B. WING ¢
' : 12(14/2011

NAME OF PROVIDER OR SUPPLIER

085029

HARRISON HOUSE OF GEORGETOWN

STREET ADDRESS, CITY, STATE, ZIP CODE
110 W. NORTH STREET

GEORGETOWN, DE 19947

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX . (EACH CORRECTIVE ACTHON SHOULD BE GOMPLETION
TAG REGUILATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE ATE
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F 000! INITIAL COMMENTS F 000 '
‘ Disclaimer _ !
An unannounced, annual survey and complaint . Preparation and/or execution of the Plan
visit was conducted at this facility from December t  of Correction does not constitute an
6, 2011 through December 14, 2011. The L admission or agreement by the provider
deficiencies contained in this report are lqas_ed on or the provider’s employees as to the
observation, interviews and review of residents' | truth of the allegations in the Statement
clinical ‘"ecc’fds and rE.View of other f‘-;l«_:lllty | of Deficiencies. The Plan of Correction is
documentation as indicated. The facility census " offered in mandatory compliance with the
the first day of the survey was one hundred-two o federal law. The
(152) Tho sy sampe s fory 40 e e
residents P e
F 221 | 483.13(a) RIGHT TO BE FREE FROM F 221 remedialmeasures pursuant to law.
§5=p 1 PHYSICAL RESTRAINTS
The resident has the right to be free from any | Date of Compliance -1/23/12
physical restraints imposed for purposes of
. discipline or convenience, and not required to _
treat the resident's medical symptoms. :
| F-tag166 Grievances
ghis REQUIREMENT s not met as evidenced 1. Athorough investigation into the
Y. : ‘
Based on observation, record review and Resident #75 bm'fen vase was
interview it was determined that the facility failed conducted by social service and
to ensure that one resident (R35) ouf of 40 the outcome was reviewed with
sampled was free from restraints when they failed the resident to ensure resolution
to identify bolsters as a restraint and imposed the fth bl
restraints for the purposes of staff convenience. ofthe problem.
Findi_ngs include: 2. The Ql Director and Director of
social services met with the
The facility policy and procedure for Restraint resident group to review
Devices )
~"Restraints of any type wili not be used as reporting procedures for "?St' X
punishment or as a substitute for more effective stolen or broken personal items.
medical and nursing care for the convience of the No new or additional items were
facility staff. ' identi . _—
A ; " ntified for investigation.
-Physical restraints are defined as any manual aentt &
method or physical or mechanical device, | j
ABORATORY/«ECTOR'S 0 PRO‘:@FPL]ER . TATIVE'S SIGNATURE THLE (X8) DATE
v —
Vf% o @’% LA (L)l 2

Ny deficiency statement ending with an asterisk (*) denates a deficien
ther safeguards provide sufficient protection to the patients, (See in
Wiowing the date of survey whether or not a plan of correction is pro
“ays following the dale these documents are made available fo the facility, 'If deficiencies are ¢

roagram participation.

vided. For nursing homnes,

cy which ihe institution may be excused from correcting providing i is determined that
structions.] Except for nursing homes, the findings stated above are disclosable 90 tiays
the above findings and plans of correction are disclosable 14
ited, an approved plan of carrection Is requisite to continued
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STATEME ' [
s PLANNJFBSGDRER%%I’EI%%:ES X1) [E:BN#?&% g;P;LEHI:éC;-gA (X2) MULTIPLE CONSTRUCTION [ £.4:7] EUAI\T!E i'.SLII’“-’!:‘!“
" A. BUILDINE: BTRD
c
B WiNg :
085029 ) 12/14/2014
AR e
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, 1Ty, STATE. ZIP CORE
HARRISON HOUSE OF GEDRGETOWN 110W. NGRTH STREET : .
‘ : GEQRGETOWN, BE 10047 .
i XD | SUMMARY STATEMENT OF DEFRIENGIRS "N PROVIDER'S PLAN OF CORREGTION {xs)
PREFIX EACH DEFICIENCY MUSY BE PRECEDED BY FuL ,
W SIS [ b AN ERE I s G Re | o
- j DEFICIENCY) [ |
' | n i ‘
F 221 | Continued From page 1 ' F 221 ‘ 3 Fx:::hty s;:ai: has !?lalen m. ; '
material, or equipment attached or adjacent to educated (by social service i
the resident's bady that the individual cannot ' director and Qi) on the propler .
remave eagily which restricts freedom of reporting procedurgs when
movement or normal access to eng's body." residents’ express concerns.i As
R35 was admitted to tha facility with diagnoses per _the fac_ﬁfw policy ali resff‘!e”t'
that included cerebral vascytar acoident, family or visitor concerns will be
hypertension, dysphasls, zaizure disorder ang investigated and the outcoma of
diabetes mellitus. the investigation reviewad with
The annual MDS dated 12/7/11 for Ra5 the affected individual to ensure
documented he was tatally dependent with ane resolution of the problem. .-
p&rﬁmn th_ ﬁhﬁ;:g!lyl assgist kim fmm;q glss he?. o2 4. The administrator wij| review all
| mobility, The also assasse as having ; | _
i side rails as & restraint in bed. The faciliy failed srievances flled to ensure a .
: to identify on the MDS the bolsters as under tharough investigation has been
| "other as a restraint. completed, Results wili be
resented at the Q) i
The December 2011 monthly physician orders for o o s S meeting .
R3S revealed an order for "1/2 side rails special Nty and tracked/ trended to
inatructions: 1/2 Sida rail up times 2 as safety identify patential patterns for
measure relateid to poor trunk control ang poor additional corrective action, :
| posture in bad, : 3. Date of compliance will be , ‘12?7'1 2
' R35 had & care pian for fal tisk adding as an 1/23/2012
approach bed bolsters, bed/chair clip alarm, low F-tag 221
bed, floor mat deor side, However, the Tacility & Restraints
failed to develop a care plan for the 2-1/2 side 1 Af. I ) ) ;
_ -~ falls identified by the facillty as restraints. - " IOVOW-Up side rail assessment
; } was completed for Resident
A side rall screen was completed for R385 on R35. The bed bolstars were
12/4/11. The sids rail screen documented R3& femoved, as were the side raj|
was nan ambulatory, had a history of falls, had b i, 1% rails.
! poor bed moblltty difficulty maving o sitting The resident was placed in 2 fow
: po]-sitiun on the side of the bed, difficulty with bed with a perimeter mattress
: balance or poor trunk control, taking medicatians and mat I
which required Increasead safely precaytions, At boside the bed.
| Used the side rajis for positioning or suppont, side

'ORM ;:Ms-zssﬂnz«ss) Previsus Varsians Ohsolate Evert |0; $49871 ' Facllity 10 DEODBD
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DEPARTMENT OF HEALTH ANEB HUMAN SERVICES . FORM APPROVED
—CENTERS FOR MEDICARE & MEDIGAID SERVICES {OMB NO, 0038.0391
STATEMENT GF DEFICIENCIES {x1) PROVIDEWSUF'PLJERICLIA #2) MULTIFLE CONsTRUCleﬂ l'XB] DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIDATION NLRIBER; A EUILDII':[G COMPLETED

c
085029 ® Wikg 120142011
NAME oF PRDV]DER OR BUPPLIER

HARRISON HOUSE oF GRORGETOWN

STREET ADDRESS, GITY, STATE, ZIP CODE
M0 W, NORTH STREET

GEORGETOWN, DE 19547

{X4} 1D SUNMMARY BTATEMENT OF DEFICIENGIES ! I | PROVIDER'S P1AN OF conﬁecrtﬁn {5
PREFRX (EACH DEFICIENGY MugT BE PRECEDED BY FULL FREFIX ‘ (RACH CORREGTIVE ACTION SHOULD gE COMPLETIGN
TALS REGULATORY t9i8 LBC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE AFPROPRIATE DATE
‘ DEFIGIENTGY) !
. 2. Repeat side raji assessments ;
F 224 Co;unued From page 2 o ot ot F 221 ' were completed for every |
rails are indicated &g Provide safety as prote on, : residant in the facilit '
- y that used
&nd to promote ndependence. { side rails 1o identify the reason
Throughout the survey severs observations were for their use and to review
made by the surveyor of R35 lying in bed with [ Patential interventions to reduce
2-1/2 upper side ralis ( 3 foet 3 inches leng) in the side rail use. '
place and 2 large bolsters (aver 34,6 Inches long 3. Side rai
and 7 inches tall) down the lower sides of his bee + ooe il assessment form |
R35 demonstrated that he could move his |eft {Attachment A} was revised toj
arm and hand and had some mavement nf his more appropriately refiect the,
llsﬁll'.\e(?& He was unable to maove the right side of _ turrent definition of a restraing.
IS Body. Nursitg staff has been re.
On 12/8/11 at 1:05 PM E8 (CNA) stated R35 had educated regarding the
') 1W0 upper sida rafls in place alonﬁg \ngth t:vo large completion of the side raj
boisters down the lower side of the ed {o prevent . : )
R35 from getting out of bed. EB continued to aesessment form, (Side raii ;
stata that R35 could scoot his bottom around and Assessment Palicy and Procedure
he could fali out of bed. To keep hith from falling Attachmentf ) the definition of
out of the: bed we used the side rafls and bolsters. restraints and the use of :
%& st:ted he has not moved around a lot o fallen alternative intetventions in order
th years, to reduce the use of rails i the |
Interview with E4 (RN urit manager) on 12712111 facility, Side rail assessments |
at 8:00 AM revealed R35 had 2. 1/2 side mi}slﬁnd will continue to be completed on
2 large boisters for safely to keep him from fg ng - T -
out of bed. However, he had not failen in years. admission, re admission, ,
E4 confirmed that 1 was easier to have side rafs Quarterly and when there is a
and bolsters than staff to yse & hoyer lift to pick significant change in the
R38 off the fioor if he rolied out of bed, resident’s condition, Residents . i
, h
An observation of R35 in bed on 12/12/11 &t g:20 th‘“ have been dsemed to have ,
AM with E20 (freatment riurse) revesied she did the side rail a5 a restraint device .
hot kriow why the resident had the bolsters as he will be revieweq monthly to
has not moved around alotin bad for years, ensure the appropriateness of P I
On 12/12/11 5t 2:20 PM interview with £5 the continued use ofthersiland! |
(RNAC) revealed the bed rails for R35 were to review potential interventions _
for reduction of the device.
ORM CMS-2587(02-09) Previnus Versiong Qbpolete Bvent |D: 348311 Facilty 0: BE0GRD
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DEPARTMENT OF HEALTH AND HUMAN SERVICES P oD Aot
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 09838-0301
) EME n
e e e
A BURDRNE -
dnsoz0 jawina,___ 12;1:'2011
NAME OF PROVIDER R SUPPLIER STREET ADDRESS, GITY, $TATE, 2iF Gops
HARRISON HOUSE OF GEORGETOW 110 W. NORTH STREET =
| FORGETO . N GECRGETOWN, BE 18947 ;
Py th SUMMARY STATEMENT OF REFICIENGES 12 PROVIDER'S PLAN OF CORRECTION [re)
PREFIX \EACH DEFICIENCY MUST BE PREGEDED By FuLL PREFIX {EACH CORRECTIVE ACTION SHOUD BE COMPLETION
TAG REGULATORY OR Lo~ IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE baTe
: _ DEFICIENGY) : |
_ ( 4 The RNACs will continue to sugir |
F 221 Continued From page 3 F 221 residerts’ identified with |
assessed on the MDS as a restraint. Tha side I trai .
| rails were used to prevent him from falling out of resb 7aints on @ monthly basi and
bed. E5 stated the bolsters were nat necessary  submitthe report to the QI
for this resident. : committee for tracking ftrending
for the need of additional
©n 12/13/11 E3 (ADON) stated the faclity staff tive act: _ ' ,
reassessed R35 and the bolsters were remoyed, . gortrecf'vemm[';"‘ e : .
F 248 | 483.15(f)(1) ACTIVITIES MEET F 248 + e of compliance will be | )’2. F2,
$8=D| INTERESTS/NEEDS OF EACH RES 1/23/2012
The facility must provide for an ongoing program |
of activities designed tg meat, in accordance with F-tag 248 Activities

the camprehensive assesement, the interests and
the: physical, mental, and psychosacial wall-being
of eaeh resident. :

This REQUIREMENT is not met az evidenced
by:

Based on observation, record review, review of
the activity calendar and interview it was
determined that the facility failed to provide
activities to maet the interests as identified in the
faclity's assessments for 3 {R36, R121, and R&3)
aut of 40 sampled residents. Findings include:

1. R35 had diagnoses that Included cerebral
vascular aceldent, defnentia with behaviors and
diabetes mellitys,

The annual MDS dated 12/711 documented R35
was cognitively impaired for daily decision
making. 1t also documenied that R35 had highly
impaired vision and sometimes he understoog
ofhers,

Review of R35's care plan for "Requiires visits to
1 maintzin awaraness of others and environment”

1. Resident # R35 was provided;a
television in his room ang will be
taken to activities outside of fiu‘s
room based on input obtaineg
from the family regarding past
preferences and will be taken ;ta
Sussex for appropriate cagnitibn
and sensory prbgrams.
Residents # R212 ang R&8 had
their activity preferences ‘
reviewed by the Director of ‘
Activities and resident specifie!
Prograrms implemanted includi:ng
sporting events, |
2. Resident preferences will be re:~
reviewed for 1| residents’ an the
! Kent wing and programs offored
based on the resigents’ ;
’ preferances, !

|

‘ORM CMS-2567(02-49) Previoys Verglons Obeolate

" Event ID: 249871 _
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SerRTVENT OF HEALTH AND HUMAN SERVICES - Oy a0t
CENTERS FOR MEDICARE & ME ICAID SERVICES OMB NC. 0938-D381
STATEMENT OF BERCIENG ' ¢
R R e = v e
A BUILDING . ;
085029 B Ve — 120, 1
M—___
NAME OF PREVIDER OR SUPPLIER _ STREET ADDRESS, CITY, STATE, ZIF cooe '
HARRISON HOUSE OF GEORGETOWN 110 W. NORTH STREET ’
GEQRGETOWN, DE 19047 |
Gy | SUMMARY STATEMENT OF DEFICIENGIES I b PROVIDER'S PLAN OF GORREGTION [ o
PREFIX {EACH DEFICIENCY MUST BE BRECEDED By FuLs f PREFIX {EACH CORRECTIVE ACTION SHOULD B& COMPLETION
AR REGULATORY OR LEC IDENTIFYING INFORMATION) TaG CROS3-REFERENCED TG THE APPROPRIATE DATE
| | DEFICIENCY; ; |
_ _ { 3. Resident preferences will '
F248 ;;’t”:”m ::Dm pa[ga 4 d farm " F 248 continue to he reviewed at the
strengths as sterf an mily support, The ; - Ao
cere plan approaches included visits waekly one time of admission, re adm's§l°"'
l fo one and offer epportunity to patticipate in @nnually and when there s a
programs of interest cards, Tv, conversations,,,, significant change in the
J assist as needed fo pursue interest, residents’ condition to identify
R35's activity assessment dated 7/6/11 potential changes in their
documented that he was alert and awake most preferences. Resident specific
of the: day. He made eya contact and occasiong| Programs will be provided haseq
verbai fe3ponses during interactions, "His TV an these reviews ang will be.
and roommates is tumed an dally.” updated with care conference
On 12/7/11 during the survey R385 was asked by each quarter, _ ;
surveyor if he wanted to go to activities. k35 & Qi will randonmily audit 10% of the
shook his head "yes®. The slirveyor asked R35 residents preferred activity
several pther questions in which R35 answerad choices and compare their _
appropriately. chosen preferences with the !
Observations made thraughout the survey Programs offered. Residents iyl
revealed R35 was in his room located on the Kent be Interviewed as part of this
Unit, either in bed or in a ger shair. R35 dig not audit to determina satisfactioh
have a TV of his own, Hawever, his raommates with the programs offered. Ti
TV was turned on, which was jocated an fhe - Programs offered. The
opposite side of the room, for two of the 6 days audit results will be tracked/
abserved, : trended and present at the q) :
eeti i
On 1211211 at 11:35 AM interview with £6 mee o montiily for the next six
{Activity Director) confirmed that Ra5 did not have months. Atthattimethe
his own TV. The TV that was turned on for R35 continued frequency will be re.
belonged to his roommate, Surveyor asked why evaluated based on the audit
R3S was not ta &N 10 activities, espacially the findings. i
very ective program provided by the facility for the ' :
cognitively Impaired residents on the Sussex 3- Date of compliance will be = .
wing. E6 stated that R35 was in the Kent unit and 1/23/2012 ' i J Z3}iz]
she never thought to invite him ta the Sussex unit :
Activites,
On 12/13/11 at 8:10 AM interview with E3
ORM CMS-2587(02-96) Preyious Verslons Obsolgts Evant i0: S4g841
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DEPARTMENT OF HEALTH AND HUMAN SERvICES & PR?JE@AL%&?I;

CENTERS FOR MEDICARE & MEDICAID SERVICES i 0, 0938-0391
STATEMENT OF DEFICIENGES X1 ' E ;
N T [ T [ 2

_ A. BUILDING -
085029 R wine — C
NAME OF FROVIDER oR sLPPLIER

HARRISON HOysE OF GEORGETOWN

—

121472011
STREET ADDRESS, CITY, STATE, 2IF copg ‘ ’
110 W, NORTH STREET '

(ADON) confirmed Ras did not have: his own TV.

} The TV in his room belonged to his roommate,

{ E3 continued tg state that the faciitty will provide a
se, |

2.R121 wag admitted o the faciiity with diagnoses(
: that included hypertenslon, coronary ertery
disease and dementiz,

The admission MD$ for R121 dated 11/11/41 1
documented he was Mmoderately cognitively
impaired for dally decision making.

Review of R121's initial activity assessment dated
11/8/11 documented the following assessment:
hie liked sports basaball, foothalj (steslers),
howling and-goif, R121 liked to wateh sports,
News and games on TV, Ha liked sports
Mageazines exercise and swimming. i continyed
to docurnant that R121 was alert and orletied
and awake most of the day. He inferacted wejl
and answered the assessment questioha evan
when daughter disagreed with him. He had
Stated that ha dossn't |jke being with groups of
petptle and has few interest other thar Bports an
TV and reading the spart magazine oecasionally.

Review of R121's Care plan for activities revealed
he was to be offered opportunities to participate

In programs of interest including sports and assist
as needed to purse interast

3. Review of Raa's Quarterly MDS dated 9/1/11 )

CEORGETOWN, DE 19947 :
(%4} 12 SUNIMARY STATEMENT OF DEFIoIENTIES ’ D PROVIDER'S PLAN OF CORRECTION ]
EREFTX, ( (BACH DEFICIENGY MUST BE PRECEDED RBY FuLy PREFIX ! {EACH CORRECTIVE ACTION SHOULD BE . COM}’??'I‘TUN
TAG REGULATORY OR L3C IDENTIEYiNg INFORMATION) TAG CROSS-REFERENCRR TO THE APPROFRITE DATE
L ’ | : ] DEFIGIENGY) :
| i | F.-Tag 253 Mainterance
F 248 I Continued From page & | F 243!

L. The maintenance departri‘nent
conductad a resident room
review for the entire faciiity Lis]
identify darmaged vanser |

2. The damaged veneer of the
woodwork located ynder éhe
sinks in the identified rooms will
be replaced by 1/23/2012. The
facility is in the process of
retaining the services of g °
contractor ta repair/replac!e any
damaged veneer for g
remaining rooms, !

3. Al staff were re-educatad c;n the
completion of maittenance
réquest forms when issyes are
identified. Routine facility room
audits will be completed bi—i
annually by the maintenance
supervisor to identify future

’ maintenance issuas that needto J

be corrected and an action plan
for carrection established and
submitted to the administratar,

4. Random maintenance audits will
be compisted of 10% of the
resident’s rooms {on a rotating
basls to ensure thar diffargnt,
rooms are reviewed sach muhth)

monthly for the next six months
by the Housekeeping Supervisor.

————— ]

“ORM CME-2EB7102-99) Pravioys Versions Obgolate Evert ID: 548914
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. ' FRINTED: 12/30/2014
DEPARTMENT OF HEALTH AND HUMAN SERVICES . FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES _ OMB NO. 09380391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SURPLIERICLIA {X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ; COMPLETED
: A, BUILDING | _
\ c
085020 B Wina | 12M4/2014
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE |
119 W, NORTH STREET
HARRISON HOUSE OF GECRGETOWN GEORGETOWN, DE 1 0847 :
¥4 SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION : [0.5)
PREFIX (EACH DEFICIENCY MUST BE PRECRUED 8Y FiLL FREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LGS DENTIFYING INFORMATION) Tag cnossaEFEnegEcEIg I"I'E?‘I cT‘:’-i,E APPROPRIATE DATE
(attachment &~ one requisitton
F 248 Continued From pagef . F248 form will be completed fc;r each
- ravealed he was cognitively intact room reviewed, the yveliow copy
On 12/8/11 at 11:10 AM R68 stated during an to maintenance for repair; white
Interview that he wanted sporis as an activity, He copy to administrator, and pink
5tﬂtﬂ‘:yhe asked gm’ ?ﬁﬂf;: t_ﬁt?\?s;?f@dtt? the g copy will be retained for audit
activity program but the fac just ignore ) .
him, RE8 stated they toak us to a game fhis purposes) The audit resutts will
summer and the bus was full. That should have be tracked/ trended and present
fold them we fike sports as an activity, Most of at the Q! meeting manthly!for
the activities here were Qeared for the women. the next six months. At thiat
Review of the acivity p tagram that is located in tu."ne the continued frequency
the aetivity room for Ocioher, November, and will be re-evaluated based pn the
December revealed Wii howling was scheduied audit findings.
for November 10th and December 29th, 2011, No F-Tag 279 Care Plans
other sports related activities were available. :
1. ident # R3S aft ide rail
An interview with &8 (Activity Director) on 12/6/11 Resident # R3S after the side rai
at 11:25AM confirmed the facilif:y provldes Wit assessment was re-done ca;re
kewling =5 a sport activity. E8 stated she will add plan interventions were then
mars sports to her sotivity calendar for the updated to reflect the changes
residents, low bed, perimeter mattress 2 d
F 253 | 483.15(h)(2) HOUSEKEEPING & F 253 :m ; ';’ et aress an
58=B | MAINTENANCE SERVICES or m2is) made and the -
elimination of the side rafls,|
Tha facilify must provide huusekeepingl.and 2. Care plans were reviewad aftar
maintenance services Necessary to mainkgin a - 1 side rail i
sanitary, orderly, and comfortable intetior, © répeat side rai assegsm?"“
_ : were conducted for avery i
resident in the facility using side
P‘lis REQUIREMENT is not met as evidencad rails to ensure that the rails were
y: Iy cod i '
Based on observations made in resident rooms, Properly coded and eluded on
i itwas determined that the facility falled to provide the care plan when necessary.
mainienance services to provide a hormelike ;
environment. Findings include: i
1. On 12/06/11, the veneer of the weod work

"ORM CME-2587(02-83) Pravious Verzlone Qbsoieie Event 15! 548814

Faclity ID; DEoDoD 1# continuation she
i

I
et Page 7 of 23




01/17/2012 14:56 FAX 302 856 3021

HSL of GEORGETOWN

i@oos

L2307 2001 11145 302-577-6672 DHSS LTCRP PAGE  13/38
DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 12/30/2011
—ENTERS FOR MEDICARE & MEDICAID SERVICES OMB ey EPROVED
ICIENGIES {*1) PROVIDER/SUPBLIERD) T‘L“NO 0938-0391
AND PLAN OF CORRECTION IDENTIFICATION NLIELR? {X2) MULTIPLE CONSTRUGTION i(%3) DATE SURVEY |
085028 B Wing c
NAME OF PRAVIDER DR SUPPLIER 12/14/201%
STREET AUDRESS, CITY, STATE, ZIf Gong
HARRISON HOUSE oF GEORGETOWN 119 W. NORTH STREET
GEORGETOWN, DI
LT | MRy STATEMENT OF DEFIGIENGIES 1D PHDVIl;ERi :i?; CORREGT T
PREGEDED BY FULL o
TAG REGULATORY OR LG IDENTIFYING INFORMATION) v {085 REPERECTIVE ACTION SHOULD B comPizon
. Al CROSS-REFERENGED TO
QEFICIENgY""}EAPPRC?PRMTE PATE
F 264 Continued From page 7 263 3. Care plans will continye tn! be
located under the sinks in the following rooms reviewed and updatad as !
gafa wat; _:;Iair;aa%eg or wheelchair scuffs and necessary when side raif
Crapes; 47, 48, 48, 50, 51, 57, Follow-up assessments a leteg
observation on 12/13/11 confirmed this finding, Care plan revi:vsc W;;?.;ue
2. 0n 12113/11, the veneer of the wood wdrk 1© be completed on Rdmission,
located under the sinks in the following rooms re-admission, quarterly ang ‘
22%\::;9;?32?5%%og;\'h?emhalr SCUffs and when there is a signiﬁcant?
45' and 15?I 1 1 y ) 3 T 38, 40, 41, 421 43] Chanrgjﬁ in the residantas I
condition. Residents that have
‘I'hi%1 n;;:resented 17 roams observed out of 58 been deemed 10 have the side
resident rooms In the facility, rail as & restraint device wi
F2arm 483,20(d), 483.20(}{1) DEVELDOP F z?é their care plan revie ’CZW"} e
85=D | COMPREHENSIVE CARE PLANS e monthiy
to ensure the appropriatengss of
A facility must use the resulte of the assessment the continued use of the rail ang
to develop, review and revise the resident's ta review potential interveritions
comprehensive plan of care, for reduction of the device !
The facility must develop a ::nmpreriansive care + Th? RNACs will continue to Budlit
Plan for sach resident that includes measurable residents’ identified with
rn:éﬁicéglei t?r';?nzmaerﬁblas t;: Imezt a resldent's restraints on a menthly basis and
) . menial an chosocial i i
needs that are identifiad in the nomehensive Smelf e report t? the Q!
assessment. tommittee for tracking /trending
for the need of addltional
b it e e catromimese ||
: : in the resident's 5. Dat i : [ |
highest practicable physical, mental, and i gy compliaqce witee | !’ 2?"'} Iz
g:gghznssmlal wellbeing as required under f%/2012 '
-29; and any services that would othenyise F-tag 309 i !
ge l’?C{Ltl;;'eed uritde:- §483.25 but are net provided ; el of Care I
ue 1o the resident's exercise of fights under i :-
§482.10, inciuding the right to refuse reatment f 1. The umtlmanager re-educateid
Under §483, 10(s)a), the nursing staff regarding off-
inading the heals far Residenﬂ #
| ‘ R35. Heels are now off-loadéd.
ORM CMS-255702-88) Previous Versions Dbeators Event ID- ' : : !
vent ID; 545811 Fashity ID: DEQGRN if tontinuailon sheet Page & of 23
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DEPARTMENT OF HEALTH AND HUMAN SERVICES R ARy
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938.0301
STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIE: g
AND PLAN OF CORRECTION o IDENTiFICI-\!TfDN ;Un?écééu'\ ‘z‘izl_l::':;;:;w CONSTRUGTION ‘rxa)ggﬂaglsf'-'ri\gw
' Cc
B, Wiis
os020 _ 121142011
NAME GF PROVIDER OR SUPPLER

HARRISON HOUSE OF GEQRGETOWN

STREET ADDRESS, CITY, STATE, ZIP coDE
110 'W. NORTH STREET |

GEORGETOWN, DE 13947 i
(*4)in . SUMMARY STATEMENT OF DEFICIENGIES in FROVIDER'S FLAN OF CORREGTION (8}
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL FREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC ITENTIFYING INFORMATION) TAS CROSS-REFERENEED TO YHE APPROFRIATE DATE
X DEFICIENCY) i
, The tray card for Resident # R104
F 279 . _ .
Co_ntmued From page 8 F2re has been updated to reflact ;
This REQUIREMENT e not met as evidencad .
by: current foads that will be [
Based on record review, observation and excluded from her diet. The'
intervia:m it was deharmlnedhthat the facilty failed facility’s menu cycle has been
to develop a care plan for the use of resfraints for iewed by the spaech therapist
one (R35) out of 40 sampled residents Findings re‘f[:WE,f Y : = E.rat:? '
inciude: ta identify any other potenth Y
problematic foods that are
Crogs refer F222 routinely served on 2 mechariical
R35 was admitted to the facility with diagnoses soft diet ordered for the
; that included cerebral vascuiar accident, esident. The resident was
hyperlension, dysphasia, selzure disorder and resicent. entwas
diabetes mellitus, reviewed by the interdiseiplinary
team and 2 G) study, neurologieal
The annual MDS dated 12/7/11 for R35 consult and psychiatric consyit
documented ha was totally dependent with one b ted to daterm rie F
persen fo physically assist him with his bed will be requested to averminy
mobility. The MDS also assessed R35 as having 2 there are other underlying ;
side rails as a restraint in bed. causes for the resident’s choking
episodes. She will continue t
The December 2011 monthly physiclan orders for bp ided Wi , N ?
R35 revealed an order for "1/2 side rails special = provided meais in 2 !
insiructions: 1/2 Side rail up times 2 as safgty Supervised environment and the
measure related to poor trunk eontral and poor unit manager will review the j
posture In bed. distary restrictions with the
R35 demanstrated that he could move his eft Family that provides outside foad
| @rm and hand and had some movement of his to the residant. !
left ley, He was unable to mova the right side of 2. The unit managers and chargei
his bady nurses will review the other
idents’ t re that the care
At different days and limes during the Survey r_es'den * ha :ansu N Z e. i(
R3S was observed In bed with 2 1/2 side rails up listed on the ‘Care Needs Quic}
and 2 large bolsters down the boitom sides of his Reference” (Attachment Eﬁwals
‘ bet. R235 was unable fo get out of hed, provided. Direct care staff wil!l
- idenits’
An Inferview with £5 (RNAC) on 12/12/11 at be re-educated for any residents
‘ 11:35 AM confirmed the facillty assessed R35's identified that did not have
e SR proper devices in place.
"G EME-2857(02-28) Fravions Vareions Oosoiam

f

L.

Event I0: S4991

Fanilfty ID; DEODEG
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DEPARTMENT OF HEALTH AND HUMAN SERVICES PRITED: 12
CENTERS FOR MEDICARE & MEDICAID SERVICE OMB NO. 0938-0391
-m"—_"_h_‘_—-_—“___g_ v 1
STATEMENT OF DEFICIENCIES X1} PROVIDERIS PRLIERICLIA MU, g RVEY
AND BLAN OF CORREGTEDNIE v IDENTlgCATIgN NE;BER: ﬂUIL;:::LE CONSTRUCTION . e GDSLEPLSE"JTED
: c
B, VIING
085028 ‘ ' 1211472011
NAME OF PROVIDER DR SUPPLIER i

HARRISON HOUSE OF GEORGETOWN

STREET ADDRESS, CITY, 8TATE, ZiP copg
110 W. NORTH STREET o
GEORGETOWN, DE 19947 !

i
1

Each resident must

and plan of care,

by:

reswtlting in a dist ch

for pressure wleers.
several days with
Findings include:

receive and the facllity must

provide the necessary care and services to attain
or maintain the highest practicable physical,
merital, and psychosocial well-being, in
accardance with the comprahensive asgussment

This REQUIREMENT is not met as evidencad

Based on record review, abservation, and
interview it was determined that the facility failed
to ensure that two (R104, R35) out of 40 sampled
residents receivad the care and services
hecessary to attain their highest practicables level
of weli being in acaordance with the
comprehensive assessmant and plan of care,
R104 was assessad for choking with meals

ange that inciuded no

pancakes or bread products. Despite this
assessment R104 was served waffles and began

| choking requiring life saving procedures that
included the Heimiich

suctioning. R35 was assessed for being at risk

manetver and aggressive

R35 was observed in bed for

his heels nof off loaded.

1. R104 had diagnioses that included anemig,
chranic obstructive puimonary disease, dementia,
deprassive disorder, diabetes meliftus, suicidal

a4y 1o SUMMARY STATEMENT OF DEFICIENGIES D I FROVIDER'S PLAN OF CORRECTION 08}
BREFI {EACH DEFICIENCY MUST BE PRECEDED BY FULL FRERIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETHIN
TAE REGULATORY OR L$C INENTIFYING INFORMATION) TAG CROBE-REFERENCED TO THE APPROPRIATE BATE
DEFIGENDY) i
Diet cards for residerits that: ware
F 279 | Gontinued From page © Fa7ra identified with aspiration _
sed I"ails as restr'alnb? hcgé?rer._;hey _[f:'g:dtto precautions or a history of ;
u:;de :g ‘;a ::Br:s’;:g a?srréstr:i:ils & ral |l were aspiration in the past 30-days will
F 308 483,25 PROVIDE CARE/SERVICES FOR F 309 be reviewed to ensure accugacy
§3=G | HIGHEST WELL BEING of the diet card with the

physician’s order and the cafe
plan.

3. Unit managers will re-edu::ai::e
their staff regarding the
importanee of following the care
listed on the "Care Needs Qulick
Reference,” [Refer to '
attachmentd) Qi Director wil
provide a general nursing
inservice regarding proper cdre
and treatment to prevent |
pressure and use of pressure|
relieving devises. The Skin ;
impairment Prevention and !
Treatment policy and procediyre
was updated to include the
various levels of risk associated
with potential skin breakdOWh
{Attachment). The unit

managers will complete walking
rounds of the unit daily to

observe care provideg, The|
Charge turses will camplete |
audits of the “Care Needs Quick
Reference” every shift for thei
next elght weeks and than eabh

‘ORM CME-2567(02-39) Pravious Verglons Qbsolats

Evant |01 5485811
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085020 B Wina 1201472011
NAME OF PROVIBER DR SUFPLIER

GEORGETOWN

HARRISON HOUSE OF GEORGETOWN

STREET ADDRESS, CITY, STATE. 2I? CODE
MO W. NORTH §TREET

mechanical soft and

precautions,

‘1 screan the reaident.

A dietary note dated

- The speech therapy

ideation, and dysphagia.

The annual MDE dated 4/28/11 and guarterly
MDS dated 5/29/11 ravealed R104 required set
up help and supervisian for eating,

R104's Navember 2011 Physician orders signed
on 10/18/11 revealed she had a diet order for

was on Aspiration

Nurses notes dated 10/4/11 at 8:07 AM
documented that R104 coughad and choked on
pancakes hut was able to clear her airway on her
own. The nurse continued to document that 3
Dietary Communication Form was sent to Dietary
indicating not to send pancakes for R104. A
Speech therapy communication form was sent to

101811 dotumented that

R104 was "coughing/choking on pancakes,
Resident experienced a choking episoda on g
pancake again therefore thay have been
discontinued from her diet ™

care plan dated 10/10/11

revealed "Pt (patient) will tolerate mechanics soft
diet with thin liquids without signs of symptoms
{e/6) of asplration. Patient seen by speeth
therapy for dysphagia (Inability fo swailow or
difficulty in swallowing. Taber's cyolopedio
Medical Dictionary Ed. 18). Pt tolerated soft
solids with thin liguids without sfg aspiratian....

The fecility documented an 3 different care plans
{(Therapeutic Digt, Machanically Altered Diet and

I Aspiration Precautions) an approach of No Bread

GEDRGE?OWN, DE 19847
64) 1T SUMMARY STATEMENT OF DEFICIENGIES ™ PROVIDER'S PLAN OF CORREGTION e
FREFTX {EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETIEN
TAG REGULATORY OR LSE IDENTIFYING INFORMATION) TAG CROGS-REFERENCED TO THE APPROPRIATE 0ATE
DEFIGIENCY) :
F 308, Continued From page 10 F 308 shift monthly for three months to

Ensure care is provided as
specified. (Attachment E

Any resident that exhibits

previde it to nursing. The

care plan with any

wheh necessary, Q) will re-

diet card coding. Speach
screens and evaluations

interdisciplinary team at the
weekly maeting,

Resident Care Rodnds Audits) :

swallewing difficulties with fooli
Intake will be referred to speech
therapy. The speech therapist.
will complete a communication;r
form (Attachment ) for any
screen/evaluation findings and i

speech therapist will review alf
recommendations verbally with]
the unit managers/designee,

The unit manager will update the

recommendations and send a
dietary communication form o
dietary to update the meal cards
educata the tiursing staff, dietar!y
staff and therapy staff regardingi
the communication process and’

therapy will continue to review

completed each week with the ‘

r

i

1

i

*ORM CMS-2667102-99) Frevions Versions Ohsotets

Event 1D: 549814

Facifty 10: 00080

¥ continuaticn sheat Page 11 of 23
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!
DEPARTMENT OF HEALTH AND HUMAN SERVICES [PRINTED: 12/50/2014
CENTERS FOR MEDICARE & MEDICAID SERVICES bm?&g ﬁgﬁ%ﬁ?
STATEMENT OF DEFIGIENGIES 1) BR ' l
AND BLAN OF CORREGTIR B RN farLIERICLIA i"";’;f;;’:“ EONSTRUCTION B DATE Survey
. i c
| 085029 5. WiNG ’*
NAME OF FROVIDER OR SUPPLIER . . 12”4"2011

HARRISON HOUSE OF GEORGETOWN

STREET ADURESS, CITY, STATE, ZIP CODE |
110 W. NORTH STREET

} » GEQORGETOWN, DE 19047 ,
X4} ip SUMMARY STATEMENT OF DEFIGIENGIES Io PROVIDER'S PLAN OF CORREGTION ] '
PREEIX (EACH DEFICIENCY MUST BE BRECEDED BY FuL ot
TAS REQULATORY OR LS IDENTIFYING INFBRMATIO;G) P?F\gm Gé?gﬂgggsggglgl: #g;'b?gm%%LERE\ETE CDM;;LT?QN
DEFIGIENCY; - '
| f
F 309 Continued From page 11 | Fagg|. * fultresulison the Care Needs
products dated 11/7/11 for R104. This approach ek Reference” willbe
} for No Bread Products was also documented on submitted to the Assistant |
the outside of the care plan folder for quick review Director of Nursing/q) |
along with Aspiration Precautions. Coordinator when completed for
On 11/8/11 & physician arder was writien for racking/ ending. The audi
Spesch Therapy training to extend services dye results will be presented at the
to dysphagie. Q! meeting monthly for the rext
five months, At that time the
Raview of R104's Speach therapy note dated continued frequency will ba re-
11/16/11 revealed she was to continue with a avaluated based on the aud:
mechanical soft diet and no bread praducts. findi ased on the aud.'t
indings. :
R104's nurses notes revealed on 1/20/11 at 8:40 .
AM R104 began choking on breakfast at 8:20 The licensed staff assigned ta the
AM, The nurse saw resident was having trouble dining room will monitor that
;);?;ll‘llgl? rﬁgﬁ;‘g&;ﬁ:ﬁgﬁﬂﬂ'ﬁ:’gmat— The residents are serviced diots as
unsuccessfully. Suctioning was started. R104 per the diet card. (Attachmeni -
was suctioned with a 14 french naso tubing on Dining Room Observation Audit)
%ﬂ 4th a‘itt:mp: s;rn_?hf%‘od bOITcS can:’e loose. The dietitian will audit the diet
ey reatfemptad with the yanker and a large - i
food bolus was removed, R104 was able to take cards with each record review to
deep breath and stated she could breathe much ensure that they match the -
beiter, therapy recommendations and
h o ) i
An inferview conducted with E10 {Dietary) on b -,ﬁ,man m-jers et ﬂn-dlngs
12/8111 revealed E10 was on the tray line on Wi ba brovided to the dmtafw
11/20/11. When R104's tray came down the jine, anager for corrective actioh
;zdw ,Eoral the caok (E11) that R104 was an a when necessary. The dietitian
ecnaniceal soft with no bread. The cook told her i :
she could have pancakes, EA10 told the cook EUd:S e acked/ ey
R104 could not have bread, The E11 {cook and Y the dietary manager and |
E10's supervisor) told her to give R104 the waffle. submitted to the Q) meetings
. monthly for the next six months.
An intenisw wag conducted with E14 {cook) an At that :ime the conti ) n; e
12/5/11. E11 stated she thought R104 did ot naee
want bread but it did not click the waffle was g Frequency will be re-evaluated
, ] based on the audit findings.
"ORM CMS-2587102-99) Previoua Versions Uhsolate Evenit iD: 546011 Facllly Ib: DEgosD
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DEPARTMENT OF HEALTH AND HUMAN SERVICES " FORM ARPaaH!
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 09380391

STATEMENT OF DEFICIENCIES (1.4 PRQVIDERISUPPUER!CUA X2} MULTIPLE CONSTRUGTION D(ﬂ]' OATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: l COMPLETED
. A, BUHILDING L
: c
085029 B wine | 12142011
NAMEDFPRDWDERQRSUFPUER

HARRISON HOUSE oF GEDRGETOWN

STREET ADDRESE, CITY, STATE, ZiP CODE
110 W. NORTH STREET

GEORGETOWN, DE 19047 !

%4} 1D SUMMARY STATEMENT OF DEFICIENGIES i FROVIDER'S PLAN OF comscwofn (%5)
FRERIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PRERIX (RADH CORRBOTIVE AGTION $HDLILD BE COMPLETIEON
TAG REGULATORY OR LSC IENTIFYING INFORMATION] TAG cnus&nepenamcuslnc I"rEcv T\!{-f}E APRRUPRIATE bate
[ . DEF NC . .
F 309, Continued From page 12 F 308 5. Date of compliance wilt be ! ) )23)12-

bread product E11 confinmed she put the waffla 1/23/2012
on R104's tray. :
An interview with E9 (CNA) on 12/5/11 revealed .
she read the card and i said no bread products in F-Tag 322 Naso-gastric Tubes
the middie of the card. Atihe boltom of the card |
it had zome foods that R104 could nc;t have and 1. The unit manager re-educated
pancakes was one of them. The card did not say ing st ing i
‘ne waffles” so ES stated she theught R104 could the nursing staff regardmgﬁ i p
have the waffle, EO stated she cut up the wafflas need to keep the head of the be
for R104 and gave her the tray. A few mingtes elevated for Resident # R35;
tater R104 began choking on the watfla and_ the wher: the tube feeding is
Phtmﬁaﬁﬁcﬁa&e:ﬁer\?;nume (E7) began daing running. If the staff need tfn lay

) the restdent flat for care the
Interview with £7 {LPN) on 12/13/11 at B:50 AM charge wifl be notified to :
revesled the CNAs were velling someone was temporarily turn off the tube
choking while pulling the alarm, E7 stated she feeding while care is provided.
was doing her medication pass, She stopped ran bed will rerma
in and began daing the Heimiich maneuver that The head of the bed wi remain
was unsuccessiyl. So R104 was suctioned with glevated during administrat_:on of
the nasal cannulz and yanker in order o dislodge the tube feeding. :
the waifle, 2. The unit managers and charge
Interview with E18 (RN unit manager) on nﬂr.ses; wr{" r\_ewew the ntl’_\@_\r ‘
12/12/11 at 8:00 AM confirmed R104 had a care residents’ with tube feedingsifor
plan Indicating she was not fo receive bread proper positioning of the bed
DMdU%Ségﬂt;GEkE:ﬁe Dfﬁ‘iﬂl};}fﬁfﬂﬁ El‘]dd a gN“"‘B ; during feedings. Direct carei
gave @ waifie which is cohsidered a preg . ] :
product. R104 began choking requiring the staff Staff wil 'fe e elducatad fo,r almv
to perfom the Heimlich maneuver, The staff also residents’ identified that did hot
suctioned R104 to dislodge the food, have the head of the bed

. elevated.
While R104's care plan angd communication slips 3. Unitma s will re-educats
between speech therapy, dietary and nursing r e managers will re-educate
ideniified R104's difficlity with swallawing the their staff regarding the
faciity fajled to incorporate this informption into imporiance of following the c:are
Specific Physiclan orders. The physician order listed on the “Care Needs Quik
! . |
“ORM CMS-2687(02-98) Previous Versions Obsglets Bvent I $48871 Faciifty ID; DEGOAG
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DEPARTMENT OF HEALTH AND HUMAN SERVICES | FORM APPROVED
CENTERS FOR MEDICARE & EDICAID SERVICES OMB NO, 0938-0391
EYATEMENT OF DEFIGIENGIES 0t) PROVIDER/SUPPLIERICLIA {x2) MULTIRLE CONSTRUGTION {%%) DATE SURVEY
AND FLAN OF CORRECTION IPENTIRIGATION NUMBER: A BULDING ! COMPLETED
085028 B WING — 12:122011
MAME OF PROVIDER (R SUPPLIER STREET ADDRESS, (ITY, STATE, 2IF CODE ’
110 W. NORTH STREET i
HARRISON HOUSE OF GEQRGETDWN GEORGETOWN, DE {5947 |
{34} 10D SUMMARY STATEMENT OF DEFIBIENC|SE ! 3] . PROVIDER'E PLAN OF CORREGTION e
PREFDC (BACH DEFICIENGY MUST B8 PRECEDRD BY FuLL, BREFX (FAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSS IENTIFYING lNFORMATIDN) TAG GRDSS-REFEREgGED I‘g:) THE APFROPRIATE " DaTE
] EFICIENCY) -
Reference.” (Refer o
F 309 | Continued Fram page 13 F 308 attachmentp) Q) Directer i)
wes not changed in order to madify B104's I
mechanical soft diet to exclude bread products, .p wwqe 7 @sneral nursing _
This lead to R104 cheking requiring life saving INservice regarding proper cdre
measures that included the Heimlich maneuver and treatment for residents with
agd aggressive suctioning fo remove the air way Naso-gastric tybe feedings. The
abstruction. unit managers wil complete
walking rounds of the ynit daily
2. R35 was admitted to the facility with diagnosas to obsarve care provideg. The
;hat iptctud}:d cdarebll;aalsyas:qlaJ ac;isdegté o Charge nurses wij complete |
yperiension, dysphasia, seizure disorder g audits of the "Care Needs Quis
diabstes mellitus. ~ a8 Quiek
Referance” every shift for the -
The annual MDS dated 12/7/14 for R385 next sight weeks and than each
documented he was totally dependent on staff for shift monthly for three monhs
ail his activities of deiy living, R35's MDS ensure the head of the pey o
documantad that he required one person to ' edis |
physically assist him with bed mobiliity, elevated as specified, ,
, {Attachment E- Resident Carg !
On 12/4/11 a pressure uicer prediction Rounds Audits) '
| Bsseasment was completer using the Braden . ) i
scale. This assessment dacumanted that R35 4 Audit results will be submitted to
scored a 13 making him a moderats rigk for the Assistant Director of Nursing/
aequiring pressure ulcers. QI Coordinator when cormpleted
. for trackin trending,
Review of Ra5's care plan for skin break down vesults wi“g/ X mj The awh
documented approaches/interventions that - W presentad 4t the Q
included to fioat heals at afl times, MERLNg monthly for the next |
five months, At that time the -
The following obzervations wera made dhiring the continued f . i
‘survey of R35's heels not being flogted: —— hrEquency wil bere- :
1216111 11:16 AM i gerl chair heels nat fioated valuated based on the audit
1277711 3:20 PM in bed with heels not floated finclings,
TEIB/11 bt o e el i ot e metance il e V2212
in all day sheets pulled back heels 1/23/2 J
1 not off lozdad /23/2012
AR observation of R35 and interview with £20 i
R .
FORM CMS-2567(02-99) Frewions versonn Obsslei Fatfity 1: DEODRN

Event |D: 849811
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F 308 | Continued Fram page 14

(troatment filirse) revealed R35'e heals were not
floated. E20 asseesed R35's mobilty, R3S left
arm moved purposely, left leg some contracture
of kriee with limited mavement, and his right side
of his body had no movement with contractures,
E20 also locked at R35's heels and observad that
his right hee! had red blanching.

Review of R35's nurses notes dated 12112/11 at
9:30 AM stated Resigent has 0.4 x 0.4 x0 cm.
Intact red blanchable area to right heel, ..nursing
measure start puffy boots to bilaters) fest at all
fimes and off load heals at all imes.

During and observation and interview with E3
{ADON) on 12/13/11at 8:15 AM it was ohserved
thet R35's heals were not floated. E3

procedure was documenied for residents that.
scored at high risk for pressura uclers. There
Wwas not a policy and procedure for residents that

are assessed as being moderate or low rigk for
prassre uclers. '

F 322 | 483.25(q)(2) NG TREATMENT/SERVICES -
88=))| REETORE EATING SKILLS

Based on the Comprehensive assessment pf a
resicient, the faciity myst énture that & regident
who is fed by g naso-gastric or gastrostomy tube
receives the appropriate treatment and selvicas
ta prevent aspiration Pneumonia, diarrhea,
vomiting, dehydration, metaboile abnormalities,
angd hasal-pharyngaal ueers and o restore, if
Possible, normai eating skills,

x4y o | SUMMARY STATEMENT OF DEFIGIENGIES o PROVINER'S PLAN GF CORREGTION T el
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED By FuLL PREFIX {EACH CORRECTIVE ACTION SHOULD P& COMFLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TG THE APPROFRIATE DATE
DEFICIENCY) :
F-Tag 373 Accidents and

F 3049 Supervision

L. The unit manager re-educéted
the nursing staff regarding
Propet transfer procedures for
Resident #R35. A hoyer lift wilt
continue to be used with tivo-
staff members when transferring
the resident, 1

2. The unit managers and charge
nurses will review the other
residents’ to ensure that the care
fisted on the “Care Needs Cuick
Reference” was provided |
appropriately including the
amount of assistance with ©
resident transfers. Direct éare
Staff will be re-educated forf any
residents’ ldentified that did not
have praper transfer procediures
followed, f

3. Unit managers will re-educite

F 322 their staff regarding the |

importance of following the;- care

listed on the “Care Nesds Guick

Reference.” (Refer to attachment

P Director wil provide :.*.;

general nursing inservice :

regarding proper care ang s@aff

assistance with transfers. The 1

unit managers will r:o’rru:lt;zta_L ‘

L]

I
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DEPARTMENT OF HEALTH AND HUMAN SERVICES | FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OME NG, 0658-0891
ATATEMENT OF DEFICIENCIER 24} FRDWDER/BUPPUER/CUA (X2} MULTIPLE CONSTRUCTION . (X-‘?-) DATE SURVEY
AND PLAN OF CORRECTION lDENT'FICATIDN NUMBER: GQMFLEI'ED
: A BULDING : .
085020 B WING 121472014
NAME OF PROVIDER oR SUPPLIER

HARRISON HOUSE OF GEORGETOWN

110 W. NORTH STREET

STREET ADDRESS, CITY, STATE, 2P GODE |
I
GEORGETOWN, DE 19947 '

P SUMMARY STATEMENT OF DEFICIENGIES I PROVIDER'S PLAN DF CORRECTION . e
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FiLL PRERIX {BACH GORRECTIVE AGTION SHOUL ) B2 COMBLETION
TAG REGQULATORY OR LSC IDENTIFYING INFORMATION) TAG CRO$S-REFERBNGED TO THE APPROBRIATE DATE
BERICENCY) :
] walking rounds of the unit d%aily
F 322 Cunfll'lued Fl’Ql’n pEgE 15 F 322 to obsewe tare provided‘ 'Iﬂ'he
]
This REQUIREMENT is nat met as evidenceg charge nurses will complete|
hy: audits of the “Care Neads Ql%ill:k
. Based on recorg review, the facility's policy and Reference” every shift for the
Procedures and observation It was determined next eight weeks and then egch
that the facility faiied ta provide services to ensyre . \
ohe (R35) out of 40 sampled residents received shift monthry For ﬂ'_'ree mont:hs to
care and treatment to help prevent aspiration for Ensufe care is provided as f
this tube fed residant. Findings include: Specified. (Attachmemt B | 1
N Resident Care Rounds Audits]
The facility's Policy and procedures for : © ks will bn bmi ) 4
"Aspiration" Residents who are af risk for % Audit results will be su mitted fo
aspiration will be identified ang provided by staff  the Assistant Director of i
the necessgw_care and setvices to decresse thejr Nursing/Q1 Coordinator when
tisk for aspiration, completed for tracking/ trending.
R385 was admitted to the facliity with diagnoses The audit results will preserited
that included cerebra vascular accident, at the QI meeting monthly for
| hypertension, dysphasia, seizure disorder, - ths, Atthat
diabetes mellitus, and WAS raceiving a tube t_h & next five r_non ° ;
feeding. time the continued frequen:ty
will be re-evaluated based dn the
; ;I"Qeuannutaldhgt?eg gated 1?!2;1‘ 1 r;1;\:!rr R3d5 t ) ’ audit findings. '
cumented that he wag ¥ dependent on ' i '. |
Staff for al his activities of daly living including | > Date of compliance will be | oz
} eafing. R35's MDS documented that he required 1/23/2012 o .
0ne person to physically assist him with beg Ftag 371 Food Pre ion g
‘ . X paration dnd
mobllity and peraona; hygiens, ’ Sanitation
The monihiy physician arder sheat dated J . . f
December 2011 for R3s revealed an order for 1. No specific residents were i
"Elevate head of bad 30-45 degress during ’ Identified. :
Teeding and one hour after" 2. The Qi Director re-educated{ ,
Review of R35's care plan for Aspiration ( ! nursing staff on proper hand|
Precautions documented | washing and use of gloves wl?en
approachasfinterventions that Included 13. Keep handiing resident food,
head of beq elevated 30-45 degrees during j
i ' I t
IRM CMS-2587(02-88) Prayious Versions Csnjete " Event iD:540811 Facilty 10: DEO0SE
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:  FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OME NO, 08938-0391
STATEMENT OF DEFIGIENCIES (X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE GONSTRUCTION {X3} DATE SURVEY

AND FLAN OF BORREGTION IDENTIFIGATION NUMBER; A BUILDING 1"  COMPLETED

- ——, I
: c
085029 B WiNe  12M42011
NAME OF PROVIDER OR SUPPLIER '

HARRISON HOUSE oF GEORGETOWN

STRERT ADDRESS, GITY, $TATE, ZIF copEe ;
10'W. NORTH STREET ;

GEORGETOWN, DE 1pe47 '
) D SUMMARY STATEMENT OF DEFICIENGIES [ PROVIDER'S PLAN OF CORRECTION s
PREFIX {EACH DEFICIENCY MUST BR PRECEDED By RULL PREFIX {EAGH CORRECTIVE ACTION SBHOULD BE COMFLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
; [ DEFICIENCY)
I ! | 3. Adining room men monltoring
F 322 Caq{:inued From page 16 F 322 form was implemented, ;
feeding and one hour after feedings. {Attachment - Dining Robm
On 12/8/11 between 12:55-1:05 Py & (CNA) | Observation Audit) The licensed
Was observed providing incontinence care to R35 ) : staff were re-educated onfthe
w?o was lgrisng in}:&d. R35's tube feeding was meal monitoring process to
Infusing at 80 co/hour with the head of his beq nsure that all aspects of th
flat. The head of his bed was not slevated 5045 e wnat all aspects of the
degrees. meal delivery have been |
. Rrovided appropriately, The
This information was discussed with £3 {ADON) ’ licensed nurse monitoring tach
a3 Dg;;g 1?1]: ’:égg?x A%CIDENT 5 dining room will complete the
880 :' AZ.AR(D?S!SUPER\R%I ONIDEVICES F 32 teal monitoring form avery meal
two days per waek and subimit to
The facility must ensure that the resident the Assistant Director of Nursing
: emlrlronmelg? remgins a:. fre\f.-dof imcfdeint hazards for review, tracking and trending,
28 13 possible; and each resident rege ves oo
atequate supervision and assistance davices to Th? nurse_momtonng the "?eal
prevent accidents, defivery will address any |
toncerns ohserved with the|
pertinent staff and record sich
corrective action on the mea
This REQUIREMENT is not met as evidenced monjtoring form. :
by: 4. The Assistant Director of Nuising
stBa::% otl ;:rlri:jic:a; ft'ﬁc?gﬁ r?vi?“vgy afr;ﬁ oc?tsewaﬁa?; Wil present audit results at the
was Getermired that the fac ed fo provide : :
an environment free of aceident hazards for one Q! mesting monthly fo_r the ?m
(R35) out of 40 sampied residents who wag five months. At that time the
fransferred from his gerl chair tn his bad by one continued frequency will be re-
Person instead of twe persone using a ted based on the audit
machanical Jif. Findings include: evaluated ba ‘
findings, :
R35 was admitted to the facility with diagnnses ) 3. Date of compliance will be | i|az)ia
that included esrebral vascylar accident, 1/22/2012 E
hypertension, dysphasia, seizure disorder ang :
dizbetes mallitys, _ 1 ! J
ORM CMB-2567(02-99) Breviaus Versions Obsgleta "Event I: S48811 Facilty 1P DEnan :

|
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STATEMENT OF DEFICIENGIES %1} FROVIDER/SYPPIER/CLIA (%2) MULTIPLE CONSTRUCTION {X3) DATE SuRvEY
AND FLAN OF CORRESTION IDENTIFICATION NUMBER,; A, BUILOING , COMPLETER
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|
085025 8 WING__ 121142011
— e
NAME OF PROVIOER OR SUPPLER STREET ADDRESS, GITY, STATE, ZIF cops
T10 W, NORTH STREET
HARRISON HOUSE oF GEORGETOWN GEORGETDWN. DE 19047
(%4} 1D BUMMARY STATEMENT OF DEFICIERGIES D PROVIDER'S PLAN OF CORRECTIGN *5)
PREFIX {EACH BEFICIENCY MUST BE PRECEDED By FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY QR LS IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T T APPROPRIATE DATE
DEFIGIENGY} |
F-tag 431 Medication Iabelih and
F 323 | Continusg From page 17 F 323 g torgge ! &
The annual MDg dated 12/7/11 for R3s5 : ;
doeumented that he was tolally depandent wih ; ; \
Wwo staff members to physically assist with his L _No Sp_'EC'ﬂ': residents were f
transfars, identified. :
2. All medication ang treatment
Review of R35's care plan for ADL (activities of eards were reviewed to ensure
daily living) had Bpproachesfinterventions that e
included 9. Transfer with mechanical jif with 2 that there wer_e m_’ 2dditiona|
Person assist, R35's care pian for fal risk had outdated medications or creams
approaches/interventions that inchuded &, present. Any outdated :
Transfer mechanicsi lift with 2 persgn assist medication will he discarded as
On 12/8/11 the Surveyor entered R35's raom and per t_he fac'"w poicy. Th? ‘
observed E8 (CNA) putting R35 in b, There edication room doors will
was no mechanica( Iift or secong panson in the remain locked and access
j 100m-to assist her with this transfer, provided to licensed staff or
This information was discussed with E3 (ADON) consultants amployed by the
on 12/13/11 at 825 AM. facility. Nursing staff was re:
Far 483.35()) FOOD PROCURE, F 371 educated regarding medication
£5=p STDREJPREPARE]SERVE - SANITARY room security. ‘
" a
The facility must - 3 The ta."eatment nurse will rew?aw
(1) Procurs food from sources approved of the ointments, creams, etc, ,
considereg satisfactory by Federal, State or laca bresent in the treatment cart;
?2‘-;'1;?’!:?55 and distribute ang o g once a week 1o ensure there are
ore, prepare, ois and serve foo - |
under sanitary conditions he outdared rmedications ‘
present. The primary
, medication ¢art nyrses will ;
Feview all of the medication carts
‘ weekly to ensure that there anife
This REQUEREMENT IS not met as evidenced no outdated medications i J
fgi a ’ present. Any outdated
ased on observation and intsrview it was ication will be discarded 2.
determinad that the facllity falieg to serve food n ITIEdItatIGr: will e‘ discarded as (
& sanitary manner, Findings incluge: per the facility policy. - Each ;
— ' | | nurse will sign that the review J
b CM3-2567(02-58) Previays Varslans Ohsolets Event ;545911

Facllty ID; pEGeS
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OEPARTMENT OF HEALTH AND HUMAN SERVICES ?”ﬂ%“&ﬁ;&;ﬁ‘gﬁgg
CENTERS FOR MEDIC 3 MEDICAID SERVICES OMB NO. 0938-0301
STATEMENT OF DEFICIENGIES 1) PROVIDERSUPPLIER/CLA {X2) MULTIPLE CONSTRUGTION (%5) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFIGATION NUMBER: | COMPLETED
X ABULDING E
: c
B OWING
085029 1211442014
NAME OF PROVIDER OR SUFPLIER STREET ADURESS, o4y, ETATE, ZIP* GODE '
110 W, NORTH STREET i
HARRISON HOUSE oF GEQRGETOWN GEORGETOWN, DE 19947 |
M) 1D SUMMARY STATEMENT OF DEFICIENCIES v ] ' PROVIDER'® ELAN GF CORRECTK_!M -{xE)
PREFIX {BACH DEFICIENCY MUST BE PRECEDED oy FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETion
TAG REGULATORY OR LSC IDENTIFYING INFORMATIGN, TAG CROSS-REFERENCED 10 THE APPROPRIATE DATE
DEFICIENCY) -
. has been completed,
F 371 | Continued Fram page 18 F 371 {(AttachmentH- Medicatiunf:
_ Labeli 5 i)
{ e 1216/11 between 12:00 and 12:30 P during beling and mge.?”d't?i
the lunch observation aide E 1g , was obsearved 4 The unit managers wil audst
tauching R79's sandwich bread with her bare compliance with the Checkli§t5 _
hand. The aide also touched the lattuca ang the weekly for the next eight weeks
: tomato with her bara handg as she added it to the d th ,
sandwich. E19 then assisied R6 by touching her an i’:‘en manthly f:r thre,e :
tomato, lettuce and sandwich bread with her bare MONEhs to ensure the audits are
hands. A few minutes later whil feeding another completed. Random reviews of
resident, E19 stopped to azsist RS6 with her the medication and treatmenrs
sandwich by taking it from her with her bare carts will be conducted by tf
hands, fixing the aontents and handing it back to " th @ condu fe V e
the resident with bare hangs, At ng paint during Assistant Divector of Nursing
the cbservation did E19 wear gloves or wash her each month and negative :
hands, findings reviewed at the ey :
" ting. Medicati d |
‘These findings were reviawed with fagility meeting Ed!cat'.on an L
administration on 12/14/11 treatment cart audit results will !
F 431 483.60(0), (d), (e) DRUG RECORDS, F 431 _be submitted to the Q1 :
55=8| LABEL/STORE DRUGS & BIOLOGICALS Coordinator whan cormpletad for
| The facilty must | btaii the services of tracking/ trending. The audii
& facility must employ or obtain the s s . |
a lisensed pharmacist who establishes a systan, results wil presented st the Gi”
of records of recaipt and disposition of all meeting monthly for the next
controlled drugs In sufficient datail to enable an five months. At that time thd
accurate reconciliation; and determines that drug continued frequency will be ro-
records are in order and that an aceoynt of all luated based o the audt
controlled drugs is maintained ang perlodically avaluated based or the audit
reconcilad. findings. _
5. Date of comphiance willbe . ”33 2 l)“;%
Drugs and bislogicals used in the Tacifity must be 1/23/2012 f
labsled In accordance with currently acocepted i
piofessional principles, and inchide the f
Appropriate accessory ang cautionary :
instructions, and the expiration date whan :
appiicable, ;
| In accordance with State and Feders) laws, the |
ORM CMS-2647102.99) Previous Vorsions Dbsalate Facliity 19: OEgosp
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CENTERS FOR MEDI ARE & MEDICAID 8SERVICES OMB NO. 0938-0391
STATEMENT OF DERICENDI2S X1) PROVIDER/BURPLISR/CLA {¥2) MULTIBLE CONSTRUGTION {(33) DATE BURVEY
AND PLAN OFF GORREGTION IDENTIFICATION NUMBER: COMPLETED
: A, BUILDING c
085029 . ine 12114/2011
NAME OF PROVIDER DR SUPFLIER '
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STREET ADDRESS, CITY, STATE, ZIF CODE
13 W. NORTH STREET f

GEORGETOWN, DE 18847

The facility must Frovide separately locked,
Permanently affixed compartments for storage of
controlled drugs listed in Schedule Il of the
Comprehensive Brug Abuse Prevention and
Control Act of 1675 and other drugs subject to
abuse, except when the faclllty uses single unit
Package drug distribution systams in which the
quantity stored is minimal and amissing dose can
ba readily detected.

—

This REQUIREMENT ig not met as evidenced
by: .

Based on obsarvation and interview it was
determined that the facility failed to ensire ,
Nedications were properly stored angd labeled,

The facility also failed to ensure medications were

not accessible to non-icensed staff Findings
! inciude:

l 1. On 12/12/11 at 1:04 PM on the Kent Unit the ’
freatment cart contained 3 twbe of hemorrhoid l

2.0n 1211211 at3 PM on the Sussex Unit in the
medication reom a bottle of cough syrup that
eXpired in August 2011 was faund. There were J
also three botties of opened insulin that were not
labled with an open or discard date, l
3. The facllity's Ralicy for Medication Storage in

© | the Facility stated "The medication supply is
‘ accessibio oniy to license RUrsiNg parsonnel,

} SUMMARY STATEMENT O PEFICIENCIGS i} PRAVIDER'S PLAN OF CORRECTON 8
s?é“g’.:& (FADH DEFICIENCY MUST BE PREGEDED By FULL , PREFIX {EACH GORRECTIVE ACTION SHOULD B COMPLENON
TASS REGULATORY OR LG IDENTIFYING INFORMATIGN) TAG CROSS-REFERENCED TO THE APPRD PRIATE RATE
DEFICIENCY) : |
1 ! 1
F 431 | Continued From page 19 F 431 F-Tag 441 Infection Contrel ( "a £ l 5
Tacifity must store al} drugs and bislogicals in

1. No specific residents werg
identified. I

2. The iine-listing form used}to track
the facility infectiong wasirrevised
toinclude a colurnn for the
erganism to be recordad.
{Attachment X - Infection Contro} |
Report) |

3. Theinfection controd nurse will
complete the line-listing ﬁérm
each month and subrnit tothe O
meeting for review, The
Director of Nursing will audit the
infection contrel report each
month for proper completijbn.

4. Date of compliance will bei
1/23/2012

i
t

——— e ——

)
| 2

i
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'PRINTED: 12730/2011
. FORMAPPROVED
OMB NO. 09380351

X1) PROVIDER/SUPPLIERLR
IDENTIFICATION NUMBER:

{X2) MULTIPLE CONSTRUCTION P&3) DATE suré\gsv
A, BUILDING COMFLET

C

B. WiNG

NAME OF PROVIDER OR SUPPLIER
HARRISON HOUSE OF GEORGETOWN

| 121412014
BTREET ADDRESS, GITY, ETATE, ZIP CunE :
110 W, NORTH STREET '
GEDRGETQWN, DE 19047

(4} D
TAG

SUMMARY STATEMENT OF DEFICIENCIES
PHRERX (EACH DEFICIENCY MUST B2 PRECEDED BY FULL
REGULATORY OH L&t IRENTIRYING INFORMATION;

| it PROVIDER'S PLAN OF BORREGTION £xs)
PREFIX {EACH CORRECTIVE ACTION EHOULD BE COMPLETION
TAG CROSS-REFERENCED T¢ THE APPROPRIATE DATE
DEFIGIENGY) j

F 431 f Continued From page 20

authorized to administer medications. "

10:45 AM to 11 AM

=& | SPREAD, LINENS

of disease and infection.
(3) Infection Control Program
Pragram under which i -

in the facility:

| actions related o infections.

(b} Preventing Spread of Infection
|

Phammacy personne!, or staff members lawfully

Qn 12112111, B17 (Medical Records and Storage

e

staff) was observed obtaining the keys ta the
medieation room from E18 (Registered Nurse)
ahd E17 procesded into the medication room
unsupervised for approximate ly 15 minutes from

Observations of the Sussex Unit medication roam
on 12/12111 and 12/13/11 noted medications
accesslble in cabinets, fridge and containers on
the counter top. An interview with the Associate
Director of Nursing, E3 on 12113/11 confirmed
that E17 does go inte the medication rooms o
stock supplies and she should be Supervised by

i ficansed staff when in the Medication room,

F 441 483.65 INFECTION CONTROL, PREVENT

The facility must establish and maintain an
infaction Contro) Program designed to provide a
safe, sanitary and comfartable environment and
to help prevent the development and transmission

The facility must establish an Infection Control
(1) Investigates, controis, and prevents infections
(2) Decldes what pracedures, such as isolation,

should be applied o an individua| rasident; and
(3) Maintains & record of incidents and corractive

F 441 | i

i |

FORM CME-2867(02-00) Previpys Versions Obsolate Event ID; 349911
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STATEMENT OF DEFIZIENCGIES 48] FROWDERVSUPFLIERIGLM (X2) MULTIELE CONSTRUCTION (X3} DATE SURVEY

AND ALAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED

. A, BUILDING [;
085029 8. wine 121412011
e
NAME OF PROVIDER OR SURPLIER

HARRISON HOUSE OF GEORGETOWN

STREET ADDRESS, 24Ty,
110 W. NORTH STREET
GEORGETOWN, DE 19847

STATE, ZIP GOOE

KXo | SUMMARY RTATEMENT OF DEFICIENCIES
" PREFIX (EACH DEFIGIENGY MUST BE FRECEDED BY FUy.L
TAG REGULATORY OR 1.6C IDENTIFYING INFORMATION)

4]
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION | o
(EACH CORRECTIVE ACGTION BHOULD gk COMPLETION
CROGS-REFERENCED TO THE APRROPRIATE BATE

DEFIGIENGY)

F 441 | Continued From page 21

(1) When the Infaction Control Program
defenmines that a resident needs isolation to

’ prevent the spread of infection, the faciity must

isolate the resident,

(2) The facility must prohibit employeas with a
cammunicabla disease or infected skin lesions
Tfrom direct contact with residents or their food, i
direct contact will tranamif the diseage.

(3) The fachity must require staff to wash their
hands affer sach direct resident eontact for which
hand washing is indicated by acoepted
professional practice,

(&) Linens
Personnet must handle, store, process and
transport linens so as to prevent the spread of

Ly

Infaction,

This REQUIREMENT is not met as evidencad
by:

Based on review of clinical record, facility

; documentation, and staff Interviews, it was

[ determined that the facility falled to docurnent and
trend Infections within the faility from September

2011 through November 2011. Findingz Include:

Review ofthe facility infection cantrof program
! documeniation revealad that for the months of
Septermnber 2011 through November 201 1, the

<onsistently trar;ke_d. Tnis lack of information

" An interview with E18 (Quafity improvement j

|

type of organising Infecting residents were not ‘

- st

|

FORM cM&zs&?(na—gm Praviaus Vemiang Obanias

Event 0 540914
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STATEMENT OF DEFICIENGIES X1} PROVIDER/SUPPLIERIC 10 %2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORREGTION KIENTIFICATION NUMEER; COMPLETED
A BUILDING . c
_ 085029 B WiNe 12/1412011
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS. GITY, 8TATE, ZIP CODE
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HARRISON HOUSE OF GE TOW
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04) Ip J SUMMARY STATEMENT OF DEFIGIENGIES ] o PROVIDER'S PLAN OF COAREGTION X5
PREFIX [EAGH DEFICIENCY MWAT B PRECEDED BY FuLL PRERR (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LaC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
| ~ , DEFICIENGY) :
F 441 | Continued From page 22 { F 441’
| Director) on 12113/11 at approximataly 2:30 PM
canflrmed that surveillance tracking for the above =
period of ime facked the type of organism,
i I
1
-
! | | |
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- STATE SURVEY REPORT

NAME OF FACILITY: Hartison Housé of Genmetown

@oz4

DHSS - DLTCRP
3 Mill Road, Suite 308 i

Wilmington, Delaware 12808 '

(802) 577-8881

Page ?l of 2

DATE SURVEY COMPLETED: Decermber 14, 2011

SECTION ~ | STATEWENT OF DEFICIENGIES ADMINISTRATOR'S PLAN FOR CORRECTION
Specific Deficlancles OF DEFICIENCIES WITH ANTICIPATED .
DATES TO BE CORRECTED !
- |
—
An unannounced, annual survey and Disclaimer : |
cmflplamt Visit was cn_nducted at this Preparation and/or execution of t_he Plan of
fﬂﬂlitybfl'm]:‘ne: em[.;:r 6, 201,1 thfuugh Correction does not constitute anladmission or
eDue:::n;lrin ;hzislrt u::' diﬁ:'a?:;l? agreernent by the provider or the provider's
observation, inte rvil;ws :‘: d review ::f employees as to the truth of the allegations in
residents' cl:'nical records and review of | he Statement of Deficiencies. The Plan of
other facility documentation as Correction is offered in mandator\,ff compliance
indicated. The facility census the fiyst with the provisions of state and federal faw.
| day of the survey was one hundred-two The corrective actions are implemented as
(162). The survey sample totaled forty remedial measures pursuant to law.
(40) residents ;
Cross reference to CMS 2567-1 pla:n of
correction submitted for tags F168, F221, F248,
3201 Regulations for Skilled and Intermediate | F253, F279, F309, F322, F323, F37I_" FA31, and
Care Facilities F441 :
3201.1. Wanert
20110 Dait of Compliance,
Scope i '
? llzﬂ?a )&
Nuarsing facilities shall be subject to all f
applicable local, state and feders] eode !

requirements, The provisions of 42 CFR
Ch. IV Part 483, Subpart B,
requirements for Long Term Care
Facilities, and any amendments or
wodifications thereto, are hereby
adopted as the regulatory requirements
for skilled and intermediate tare nursing
facilities in Delaware, Subpart B of Part
483 is herehy referred to, and made part
of thig Regulation, as if fully sei ont
herein. AH applicable code

requirements of the State Fire
Prevention Commission are hereby
adopted and mcorporated by reference,
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NAME OF FAGILITY: Hamison House of Georgetown DATE SURVEY COMPLETED: p_g_gm_lw__rjﬁzﬁﬁ. .

SEGTION | STATEMENT OF DEFICIENCIES ADMINISTRATOR'S PLAN FOR CORREGTION.
' | Spesific Deficiencies OF DEFICIENCIES WATH ANTICIPAT.ED
: DATES TO BE CORRECTED
This requirement is not met as

evidenced by:

Cross refer to the CMS 2567-L survey
report date completed 12/ 14/11, F166,
F221, F248, F253, F279, F309, F322,

¥323, F371, F431, and F441.




